Abstract: Caring for the 9 million low-income elderly or disabled adults who are eligible for full benefits under both Medicare and Medicaid can be extremely costly. As part of the federal Financial Alignment Initiative, states have the opportunity to test care models for dual-eligibles that integrate acute care, behavioral health and mental health services, and long-term services and supports, with the goals of enhancing access to services, improving care quality, containing costs, and reducing administrative barriers. One of the challenges in designing these demonstrations is choosing and applying measures that accurately track changes in quality over time-essential for the rapid identification of effective innovations. This brief reviews the quality measures chosen by eight demonstration states as of December 2013. The authors find that while some quality domains are well represented, others are not. Quality-of-life measures are notably lacking, as are informative, standardized measures of long-term services and supports.
Care for this population can be extremely costly, and not only because of the greater number of health and social services that these individuals need. The fragmented nature of care delivery in much of the United States drives costs up as well. Dual-eligible beneficiaries in particular receive care in multiple settings, and many individuals-particularly those lacking a regular primary care physician-have difficulty getting consistent, appropriate care. 4, 5 With separate coverage from Medicare and Medicaid, dual-eligible beneficiaries, or duals, often
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Lee Goldberg, J.D., M.A. Vice President for Health Policy National Academy of Social Insurance lgoldberg@nasi.org do not benefit from integrated approaches to care that ensure the best balance of primary, preventive, and community-based services. 6 Many state policymakers, encouraged by the Affordable Care Act, are turning to managed care organizations to help ensure that duals have access to seamless, high-quality, and affordable health care. As part of the federal Financial Alignment Initiative, launched in 2011, states have the opportunity to test models of care that integrate acute care, behavioral health and mental health services, and long-term services and supports (LTSS) (such as personal care services) for duals. 7 The demonstrations' goals are to enhance access to services, improve quality, contain costs, and reduce administrative barriers for beneficiaries and providers. States that successfully achieve these objectives have an opportunity to share in any savings realized. 8 Among the many challenges that states, insurers, and the Centers for Medicare and Medicaid Services (CMS) face in designing and implementing these demonstration projects is how to choose and apply measures that accurately track changes in quality and performance over time. This brief reviews the quality measures chosen for the eight states with federally approved memorandums of understanding (MOUs) for their demonstrations as of December 2013. The discussion is informed by insights obtained from interviews conducted in early 2013 with health service providers, beneficiary advocates, and state and federal officials to understand various perspectives on different aspects of the demonstrations.
HOW THE DUAL-ELIGIBLE DEMONSTRATIONS WORK
States participating in the Financial Alignment Initiative choose between a managed fee-for-service model and a capitated model. Under managed feefor-service, states build and contract with qualified provider networks to deliver services to duals. If quality benchmarks are met and savings targets are realized, CMS and the states will provide participating providers with a retrospective performance payment. Alternatively, states may choose a capitated model, in which they contract with CMS and managed care organizations (MCOs) to provide the full range of Medicare and Medicaid benefits. CMS and states reduce their payments to MCOs according to a negotiated schedule to generate savings in each year of the demonstration. Thus, savings are created automatically as CMS and the states reduce their respective baseline contributions to the plans by a set percentage each year.
Exhibit 1 shows the upfront savings required of the demonstrations (these percentages will be deducted from both Medicare and Medicaid payments to MCOs for each year) and the "quality withhold" percentages (the portion of the capitation rate that will be withheld upfront). 9 MCOs can earn back the quality withholds if they meet specified federal quality benchmarks as well as state-specified quality measures.
MEASURING QUALITY OF CARE
A major component of the demonstrations in the Financial Alignment Initiative is the evaluation and expanded use of quality-of-care measures, which are essential in making ongoing adjustments to the delivery of services to enrolled dual eligibles. 10 However, there are many challenges around quality and performance measures. One is that many measures are designed for only one system of care or for a specific subpopulation. Another is that some of the most important aspects of care, such as care coordination, do not have standardized measures.
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The accompanying table on page 8 catalogs the quality measures of the eight states that have completed MOUs prior to December 2013: Massachusetts, Ohio, Washington, Illinois, California, Virginia, New York, and South Carolina. These states agreed to collect data on both core quality measures selected by CMS, as well as additional measures specified by the states, all of which will be reported and analyzed by CMS.
The noncore measures or state-specified measures were chosen to reflect different health and support services needs among subpopulations of duals. For example, Ohio aims to achieve a shift, or rebalancing, of the state's current reliance on institutional LTSS for older adults to less costly (on a per capita basis) home and community-based services (HCBS). In contrast, Massachusetts' demonstration focuses on younger individuals with disabilities, many of whom have significant behavioral health needs.
Thus, quality measures vary from state to state. While this may be necessary, given that the demonstrations are not identical across states, these are still demonstrations that are subject to further scrutiny. Researchers and, ultimately, policymakers will need a common and comparable set of metrics if they are to make useful cross-state comparisons of models of care.
Quality Measures in the MOUs
The accompanying they also noted that achieving these aims would require substantial investments in new data collection and analysis systems. During the initial phase, great emphasis has been placed on making sure that participating states and plans are developing demonstrations that are patient-centered. Yet there are no validated qualityof-life measures for a population with high needs for social and medical services. Plans will report results from the Medicare Health Outcomes Survey (HOS), which measures self-reported mental and physical health, pain, and activity limitations, as well as the extent to which poor physical or mental health impairs usual activities, such as self-care or employment. 18, 19 Stakeholders acknowledge that it takes time to adapt existing quality measurement tools such as the HOS, or to develop novel measures, which must also then be validated. Some states are launching efforts to do just that: California will track beneficiary satisfaction with LTSS workers and case managers, and Illinois is tracking stability in living situations, return to work (or school), and involvement with the criminal justice system among beneficiaries with severe mental illness.
DISCUSSION
Three broad observations arose in categorizing the quality measures currently being considered by states participating in the demonstrations. Massachusetts, which will be developing a qualityof-life measure for demonstration years 2 and 3, 24 include quality-of life measures. South Carolina's demonstration includes a quality-of-life measure that tracks the percentage of enrollees receiving the palliative care benefit whose pain was brought under control within 48 hours. However, the measures are few in number, and, moreover, no such measures are required by CMS within the core set. 25 Quality of life might span multiple domains outside medical care, such as consumers' perception that they can choose their living arrangements and friends, that they are treated with respect, that they have good relationships with their caretakers, and that they participate in community activities.
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If Congress or the federal government wants to know whether integrated care programs make a difference in the lives of beneficiaries, additional research and funding may be needed to conduct integrated consumer surveys in the places where people receive services.
3. There is a lack of informative, standardized LTSS measures. Though some states, such as Ohio and Virginia, have incorporated measures of long-term services and supports for use in home care or community-based care settings, the majority of the LTSS measures used in the demonstrations are based on nursing facility measures, such as the percentage of residents who have been physically restrained. Adapting such measures for use in other settings would allow greater cross-setting comparison and maximize their utility. At present, there are comparatively few quality measures used to assess home-and communitybased services. Massachusetts will track the number of members with access to an independentliving LTSS coordinator, while California will collect consumer satisfaction data. But entirely absent are any kind of patient experience-of-care measures based on an individual's goals and preferences. In addition, there are few measures that can be used to assess whether demonstration states are making progress on rebalancing LTSS from institutional to HCBS services, and there is no consistency among states in the use of such measures.
CONCLUSION
The duals demonstrations place a great deal of attention on the design, validation, and incorporation of quality measures that allow for the rapid identification of effective innovations, with the goal of improving the program-wide performance of Medicare and Medicaid. 27 If this occurs, the experience of duals will also benefit people receiving services in accountable care organizations, among other care delivery models, and from traditional fee-for-service providers. Once quality measures for these populations become standardized, it is conceivable to imagine a tool that enables researchers, policymakers, stakeholders, and consumers to readily understand what the most commonly used quality measures are across similar models of care for comparable populations. Furthermore, one could imagine working to develop quality comparison tools that draw from standardized core quality metrics, allowing consumers to actually compare the performance of individual plans in their area. Number and percent of waiver individuals whose service plan was updated/ revised at least annually. Number and percent of waiver individuals whose service plan was revised as needed, to address changing needs.
State/1915(c) EDCD waiver requirement X Services Number and percent of waiver individuals who received services of the type specified in the service plan. Number and percent of waiver individuals who received services in the frequency specified in the service plan. Number and percent of waiver individuals who received services for the duration specified in the service plan. Number and percent of waiver individuals who received services in the scope specified in the service plan. Number and percent of waiver individuals who received services in the amount specified in the service plan.
State/1915(c) EDCD waiver requirement X Choice Number and percent of waiver individuals whose records contain an appropriately completed and signed form that specifies choice was offered between institutional care and waiver services. Number and percent of waiver individuals whose records contain an appropriately completed and signed form that specifies choice was offered among waiver services. Number and percent of waiver individuals whose records documented that choice of waiver providers was provided to the individual. Percent of plan members whose doctor has done: 1) a functional status assessment to see how well they are doing 2) activities of daily living (such as dressing, eating, and bathing). Discussing Aspirin Risks and Benefits: A rolling average represents the percent of members who discussed the risks and benefits of using aspirin with a doctor or other health provider.
NCQA/HEDIS
State; MCO/Survey X X
Glaucoma Screening in Older Adults
Percent of members ages 40-59, 60-64, 65 and older and total who received a glaucoma eye exam by an eye care professional for early identification of glaucomatous conditions.
NCQA/HEDIS X X
Screening for Dementia Percent of members with intellectual disability who are screened for dementia using a standardized instrument.
MassHealth X Tobacco Use Assessment and Tobacco Cessation Intervention
Percent of patients who were queried about tobacco use one or more times during the two-year measurement period (received cessation intervention during measurement period).
MA-PCPI X
Percent who have used tobacco within past six months, frequency of use, whether health care professional discussed cessation strategies. Rolling average represents the percent of members age 18 and older who are current smokers or tobacco users and who received advice to quit during the measurement year, who discussed or were recommended medications to quit, or who discussed or were provided cessation methods or strategies during the measurement year.
AHRQ/CAHPS X Frequency of Ongoing Prenatal Care
Proportion of pregnant women with expected number of prenatal visits.
NCQA/HEDIS X Prenatal and Postpartum Care
Percent of deliveries of live births between November 6 of the year prior to the measurement period and November 5 of the measurement year. For these women, the measure assesses facets of prenatal and postpartum care.
NCQA/HEDIS X Vision Percent of enrollees who received glaucoma eye exam by an eye care professional for early identification of glaucomatous conditions.
NCQA X EFFECTIVE TREATMENT OF CHRONIC CONDITIONS
Controlling Blood Pressure Percent of plan members ages 18-85 who had a diagnosis of hypertension and whose blood pressure was adequately controlled (<140/90) during the measurement year.
NCQA/HEDIS X X X X X X X X X X
Rheumatoid Arthritis Management
Percent of plan members with rheumatoid arthritis who got one or more prescriptions for an antirheumatic drug.
NCQA/HEDIS X X X X X X X X X Diabetes Care-Eye Exam Percent of plan members with diabetes who had an eye exam to check for damage from diabetes during the year.
Percent of plan members with diabetes who had a kidney function test during the year.
Percent of plan members with diabetes who had an HbA1c lab test during the year that showed their average blood sugar is under control.
Comprehensive Diabetes Care
Percent of plan members ages 18-75 with diabetes (type 1 and type 2) who had each of the following: HbA1c poor control (>9.0%); HbA1c control (<8.0%); HbA1c control (<7.0%); eye exam (retinal) performed; LDL-C screening; LDL-C control (<100 mg/dL); medical attention for nephropathy; blood pressure control (<140/90); smoking status and cessation advice or treatment.
NCQA/HEDIS X Management of Urinary Incontinence in Older Adults
Discussing: Members who reported having a problem with urine leakage in the past six months and who discussed their urine leakage problem with their current practitioner.
Receiving Treatment: Members who reported having a urine leakage problem in the past six months and who received treatment for their current urine leakage problem.
Osteoporosis Management in Older Women Who Had a Fracture
Percent of women age 67 and older who suffered a fracture and who had either a bone mineral density (BMD) test or prescription for a drug to treat or prevent osteoporosis in the six months after the fracture.
NCQA/HEDIS X Pharmacotherapy

Management of Chronic Obstructive Pulmonary Disease (COPD) Exacerbation
Percent of COPD exacerbations for members age 40 and older who had an acute inpatient discharge or emergency department encounter and who were dispensed appropriate medications.
-dispensed a systemic corticosteroid within 14 days of the event -dispensed a bronchodilator within 30 days of the event NCQA/HEDIS X X Use of Spirometry Testing in the Assessment and Diagnosis of COPD Percent of members age 40 and older with a new diagnosis or newly active COPD, and who received appropriate spirometry testing to confirm the diagnosis.
NCQA/HEDIS X X Use of Appropriate Medications for People with Asthma
Percent of members who were identified as having persistent asthma during the measurement year and the year prior to the measurement year and who were dispensed a prescription for either an inhaled corticosteroid or acceptable alternative medication during the year.
NCQA/HEDIS X
Persistence of BetaBlocker Treatment After a Heart Attack (PBH)
Percent of members who were hospitalized with acute myocardial infarction and who received persistent beta-blocker treatment for six months after discharge.
NCQA/HEDIS X X Angiotensin Receptor Blocker (ARB) Therapy for Left Ventricular Systolic Dysfunction Percent of members age 18 and older with a diagnosis of heart failure with a current or prior LVEF < 40, who were prescribed ACE inihibitor or ARB therapy either within a 12-month period when seen in the outpatient setting or at hospital discharge.
AMA-PCPI X Ischemic Vascular Disease (IVD): Blood Pressure
Percent of patients age 18 and older who were discharged alive with acute myocardial infarction (AMI), coronary artery bypass graft (CABG), or percutaneous coronary interventions (PCI) during the measurement year or who had a diagnosis of ischemic vascular disease (IVD) during the measurement year and the year prior to the measurement year and who had blood pressure reported as under control (<140/90).
NCQA/HEDIS X Evaluation of Left Ventricular Systolic Function
Percent of heart failure patients with documentation in the hospital record that left ventricular systolic function was evaluated before arrival, during hospitalization or is planned for after discharge. Percent of patients age 65 and older discharged from any inpatient facility and seen within 60 days following discharge by the physician providing ongoing care who had a reconciliation of the discharge medications with the current medication list in the medical record documented.
Medication Reconciliation Percent of enrollees discharged from an inpatient facility to home or any other site of care, who either themselves or their caregiver received a reconciled medication list at the time of discharge including, at a minimum, medication in the specified categories.
PCPI X Reconciled Medication List
Percent of relevant participant transfers to the PACE organization's ambulatory setting who received medication reconciliation. Unidimensional self-reported survey that measures the quality of preparation for care transitions.
University of Colorado X Transition Record with Specified Elements
Percent of patients, regardless of age, discharged from an inpatient facility to home or any other sites of care, or their caregiver(s), who received a transition record at the time of discharge including, at a minimum, all of the specified elements.
AMA-PCPI X X Timely Transmission of Transition Record
Percent of patients, regardless of age, discharged from an inpatient facility to home or any other site of care for whom a transition record was transmitted to the facility or primary physician or to the health care professional designated for follow-up care within 24 hours of discharge.
AMA-PCPI X Tracking of Demographic Information
Percent of all demonstration participants for whom specific demographic data are collected and maintained in the ICO centralized enrollee record, including race, ethnicity, disability type, primary language, and homelessness, in compliance with contract requirements.
CMS/State-defined process measure X X X
Real-Time Hospital Admission Notifications
Percent of hospital admission notifications occurring within specified time frame. CMS/State-defined process measure X X X X X X X X X Discharge Follow-Up Percent of members with specified time frame between discharge to first followup visit.
CMS/State-defined process measure X X X X X X X X X 
